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Case  for  Diagnosis* 

A  42  year  cid  I.atin-American  man  was  hospitalized  be¬ 
cause  of  headache,  nausea,  and  vomiting.  He  also  had  noctu¬ 
ria,  straining,  anti  dysuria,  which  were  increasing  in  severity, 
and  constipation. 

He  had  been  hypertensive  for  at  least  two  years  and  had 
suffered  a  cerebral  hemorrhage  eight  months  prior  to  admis¬ 
sion,  with  residual  right  hemiplegia  and  expressive  aphasia. 

Other  than  neurologic  deficits,  physical  examination  of  the 
patient  revealed  only  blood  pressure  of  182/122  and  supra¬ 
pubic  tenderness.  Laboratory  studies  showed  albuminuria. 
The  levels  os  blood  urea  nitrogen  and  creatinine  were  within 
normal  limits,  and  creatinine  clearance  was  siigntly  reduced. 
The  chest  film  was  clear.  Continuous-infusion  IVP  showed 
bilateral  ureteral  dilatation,  with  pyelocaliectasis  on  the  left. 
The  bladder  was  displaced  out  of  the  true  pelvis  and  had  a 
toplike  configuration,  and  both  ureters  were  tortuous  (Fig. 
1).  Cystoscopy  showed  that  the  bladder  had  an  elevated 
base  and  a  questionable  left  lateral  extrinsic  defect.  Barium 
enema  elicited  an  elongated  and  narrowed  rectum  with  no 
mucosal  irregularity  (Fig.  2).  Biopsied  specimens  from  the 
prostate,  bladder,  and  rectum  showed  minimal  inflammatory 
changes. 

After  the  patient’s  hypertension  was  controlled,  he  had  an 
exploratory  laparotomy,  and  biopsy  specimens  were  taken  of 
the  pelvic  mass  (Fig.  3). 
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Fig  l,  Pyelogram  showing  dilated  tortuous  ureters  and  an  elevated 
tear-shaped  urinary  bludder. 


Fig.  3.  Section  of  biopsy  specimen  taken  from  pelvic  mass  at 
laparotomy,  x60. 
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Case  for  Diagnosis  (Solution) 

This  is  a  case  of  pelvic  lipomatosis.  It  is  presented  here 
because  this  is  an  entity  that  has  been  recognred  relatively 
recently.  To  date,  only  19  cases  have  been  r  ported  in  the 
literature  (Table  I)  and  it  appear?  to  be  almost  exclusively  a 
disease  of  the  middle-aged  male.  It  is  found  in  both  Cauca¬ 
sians  and  Negroes  but  no  cases  have  been  described  in  other 
races  to  date.  It  is  a  slowly  progressive  overgrowth  of  pelvic 
fat  with  gradual  compression  of  the  pelvic  organs,  some  of 
which  are  lifted  out  of  the  pelvis.  As  of  this  writing,  treat¬ 
ment  is  rather  ineffective,  and  because  of  the  limited  number 
of  cases  and  limited  follow-up  time,  no  conclusions  can  be 
drawn  as  to  the  eventual  outcome. 
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